The impact ofcaringfor a spouse with a progressive dementia on caregiver's health behaviors and health status was examined. Data collectedfrom 44 spouse caregivers indicates that:
Introduction
Increasing numbers of older adults are providing care to a spouse with a chronic illness. As reported in a national profile of caregivers of older adults, over one-third of all caregivers are spouses and almost three fourths are over the age of 65.1 Spouses provide the most comprehensive care, are typically responsible for the most disabled individuals, and maintain the role of caregiver for a longer period than other 2 caregivers. At the same time, spouses are the most vulnerable caregivers due to their own advancing age and concomitant increased prevalence ofchronic illness and potentially diminished physical capacity.3'4 The health impact of caregiving is particularly salient among adults caring for a spouse because the continued provision of in-home care may be dependent on the successful management of the caregiver's physical health.
The correlates and mental health consequences of caregiving, including depression, lowered morale and well-being, emotional exhaustion, anxiety, helplessness, and interference with social and recreational pursuits have been well documented. [5] [6] [7] [8] The consequences of providing fulltime care to a family member for the caregiver's physical health have also received attention. Spouses provide the most comprehensive care, are typically responsiblefor the most disabled individuals, and maintain the role of caregiverfor a longer period than other caregivers.
The majority of studies in which the physical health effects of caregiving have been examined have assessed selfreports ofphysical health status and/or illness-related symptoms. 4 ( 1) Caregivers perceive themselves to be in poorer health than their age peers,1 and this decline is positively correlated with the length of time in the caregiving role. 9 Caregivers report that their health status has declined since providing care to a family member,9'18 especially among husbands caring for a wife with dementia17 and that health status is negatively related to the perceived burden of care provision. Caregiver's physical health concerns (i.e., fractures from falls, The American Journal of Alzheimer's Care and Related Disorders & Research, January/February 1994 heart attacks, ulcers, and exhaustion8 and psychotropic drug use19
were frequently cited as reasons for institutionalizing the patient for whom they were providing care.
Additionally, caregivers reported higher rates of diabetes, arthritis, ulcers, anemia,10'20 hypertension, and heart attacks21 than comparable population-based samples. A variety of health problems have been associated with demands of providing full-time care to a spouse, including cardiac, stomach and back problems, sleep disturbances, weight changes, peptic ulcers, alcohol and substance abuse,922 and hypertension.17 Compared to other family caregivers, spouses reported the most health problems (i.e., more doctor visits, lower health self ratings, and more psychotropic drug use) and lower mental health ratings (i.e., more stress symptoms, lower ratio of positive to negative affect, and lower life satisfaction).3 Health problems related to caregiving, physical difficulties with care related tasks (transferring, lifting), being unable to engage in self-care, and being hospitalized as a result of an illness that began since providing care was reported among spouse 23 caregivers.
Physical health consequences may be especially acute for caregivers who live with and provide care for a spouse with dementia due to the chronic and unique stress as- Procedure and sample A letter explaining the purpose of the research was sent to all caregivers of patients who were treated at a cognitive disorders clinic of a university medical school (N = 89). Individuals were asked to return a self-addressed stamped post card indicating whether they would be willing to be involved in the study. Of the 69 individuals who returned a post card, 51 completed a mailed questionnaire (the majority of the 18 individuals who indicated that they were not willing to complete a questionnaire noted that a change in their caregiving status precluded their involvement in the study). Data from seven of the 51 respondents was excluded, resulting in a final sample of 44 individuals (data provided by an adult daughter, a caregiver whose spouse died before the questionnaire was received, and five caregivers of nursing home residents was deleted).
The 44 spouse caregivers in the final sample included 23 males and 21 females (see Table 1 ). Mean age was 68.2 years (SD = 9.1, range = 43-84). The average educational level was 14.1 years(SD=3.4,range = 8-22). All participants were white and resided with their spouse. Most caregivers (70 percent) were providing care to a spouse who had been diagnosed by a physician (most commonly by a neurologist) with Alzheimer's disease (n = 31); other diagnoses included Progressive Supra Nuclear Palsy (n = 6), Parkinson's disease (n = 2), Pick's disease (n = 1), and an unspecified dementia (n = 1). Health behavior coping strategies Six items were included to assess the extent to which caregivers reported increasing the frequency with which they engaged in specific health behaviors during the past months as a way to cope with the stress of caregiving. The items included:
* "Comforted myself with food," * "Drank alcohol," * "Exercised," * "Took medications," and * "Spent more time sleeping." Response choices included: never, rarely/seldom, sometimes, often and most of the time. cluded: "When did you start doing things for your spouse that he/she used to do for him/herself?" Selfcare was assessed by the item: "In general, how well would you say that you take care of yourself?" Response choices on a 3-point scale included: "Very well," "Fairly well," or "I neglect my own health."
The number of sick days was assessed by the item: "During the past six months, about how many days were you so sick that you were unable to carry on your usual activities such as working around the house or going to work? The number of days indicated by the respondent was recorded. The Table  3 ). Caregivers reported that they had been diagnosed with significantly higher rates of high blood pressure, heart disease, arthritis, and emphysema than their spouses.
Relationship among perceived and objective caregiver burden and physical and mental health variables As depicted in Table 4 (increased cholesterol and hypertension) and were attributed to overeating as a response to caregiving stress. Because proper nutrition and optimal body weight contribute to overall physical and mental health, the eating behavior and nutritional status of caregivers is an important area for future research. Anecdotal evidence suggests that people increase their rate ofsmoking during times of stress, due in part, to the perception that smoking reduces tension or anxiety. (3) Results from the present study indicate that, for one-half of the smokers, caregivers increase their rate of smoking since providing care to their spouse. The chronic nature of the demands of caregiving may make smoking particularly hazardous for caregivers and their ill spouses due to the direct and passive effects of smoking on morbidity and mortality. givers report significantly higher rates of specific illnesses compared to the rates for the spouses for whom they provide care; arthritis, high blood pressure, heart disease, arthritis and emphysema (similar findings were reported elsewhere).101720
Caregivers report that their arthritis and high blood pressure and heart and back problems limit their activities, including their ability to care for their spouse. Because these illnesses and conditions, particularly arthritis, result in dynamic patterns of physical disability and impairments in activities of daily living over time,53 the ability to consistently provide full-time care to a spouse with dementia may be compromised. Finally, several of the caregivers mentioned activity limitations due to stress-related illnesses and conditions, including colitis, migraines, and ulcers.54 The extent to which these conditions were triggered or aggravated by the demands of caregiving cannot be assessed in the present study, but represent an important focus for future research and caregiver interventions.
The extent to which these conditions were triggered or aggravated by the demands of caregiving ... represent an importantfocus for future research and caregiver interventions.
As discussed in the introduction, previous research has documented significant associations between perceived caregiver burden and a variety ofmental and physical health outcomes. In this study, perceived burden was positively associated with depression and worry and negatively associated with self-rated physical health and self-care ratings. Objective burden, measured by onduty hours, was negatively correlated with self-care. Additionally, self-care behaviors were negatively associated with depression and positively related to self-rated physical health and spirits. Although the causal relationships among these variables cannot be explored in the present study due to the correlational nature of the data and small sample size, several pathways between burden, self-care, and physical and mental health outcomes can be formulated. Perceived and objective burden may have both indirect and direct effects on self-care activities. Because results indicate that perceived burden is associated with on duty hours, the time available to caregivers for adequate self-care may be limited. Alternatively, perceived burden may be related to selfcare via its indirect effects on depression. Depressed older adults may be less motivated or able to engage in preventive health behaviors, manage their chronic illnesses and conditions, or to provide care for their spouse.33 '34 In other words, the impact of perceived burden on selfcare may be mediated through depression (especially given the magnitude ofthe correlation betweendepression and self-care, r = -.52). Testing the potential mechanisms of the relationship between burden, self-care and physical and mental health outcomes is a fruitful area of future research.
Some of the limitations of the present study should be noted. Although the sample size is relatively small, all participants were recruited from a statewide list of patients who sought a consultation or treatment from a cognitive disorders clinic at a large university. This recruitment strategy may be less likely to result in a particularly distressed group than one derived from support group membership lists, although the sample cannot be assumed to be representative of all spouse caregivers in the community. Due to the small sample size, gender differences were not explored. Because previous research has documented both greater impact of stress on health""' and alcohol consumption57 among women than men, additional research is needed to clarify the potential gender differences in the impact of 17, 58 caregiving on health behaviors. All data collected for the present study is A comparison group of caregivers of non-demented spouses was not available. Thus, it is not possible to consider whether the findings are unique to dementia caregivers or also pertain to other types of spouse caregivers. Finally, the data used in the present study is cross-sectional; therefore, the stability of the relationships cannot be assessed. As mentioned previously, however, caregivers from the present study also completed daily health diaries for 10 weeks to permit the examination of patterns of change over time in the perceived stress of caregiving, health behaviors, and mental and physical health status. Preliminary results ofthis data indicated high levels of variability among caregivers, but a strong pattern of covariation over time in 
